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a'fo

.5, No.300 !

INK~-MAKE A PERMANENT RECORD

PLAINLY—USING UNFADING

WRITE

THE DIVISION OF HEALTH OFf MISSOURI
FILED MAR 30 1951 STANDARD CERTIFICATE OF DEATH 5567 stat rite o

REG. DIST. WO, 2 5 i PRIMARY REG. DIST. NO.

;

! BIRTH NO. Kepistrar's No
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where Jdeconsed lived. If lostitution: residence befors
. COUNTY . STATE X dinission).
* .~ Oregon : Missouri > COUNTY  Oregon ™"
+b. CITY {If outside carpurate Limits, writs RURAL and give c. LENGTH OF ¢. CITY (If outside corporste iimite, write RURAL atd give township}
R rownship) STAY in% place)
- TOWN Thayer  Rural ime TOWN Thayer Rural Thayer
- - ? F#([J_EP?J_FME OF (If not in hospital or instltution. give atreot addreas or location) dAs.SrlﬁiEE‘;rs (If rural, give location) d 76'—0
S INSTITUTION g
3 NAME OF s (Finy b. (Middle) c. (Last.-) 4. DATE (Month)  (Day) (Year)
( Type or Print) JOHN FRANKLIN BLANKENSHIP vearH March g9, 1951
5. SEX 0 6. COLOR OR RACE | 7. #FRR!'EB I"SIE\ngchEiSRRIED. 8. DATE OF BIRTH 9.!:GE tIu yeara| f UNDER 1 YEAR | (F UNDER 1 WES,
. i (Bpecily) t day) aths | D Hours | Min.
Male Hhite rried 7 |Aug. 20, 1884 g8 18" "1y

10a, USUAL OCCUPATION (Give kind of work
done during most of working life, sven if retired)

Fermer

10b.-KIND OF BUSINESS ‘OR_IN-
DUSTRY

1. BIRTHPLACE (State or foreian couatry) ¢/ | 12.SITIZEN OF whaT
o) B3 UNTRY? R
Oregon Co,, Missourl «5.A,

b

13b. MOTHER'S MAIDEN
Cardine Gris

13a. FATHER S MAME

Scott Blankenship

NAME
50N

14, NAME OF HUSBAND OR WIFE

Mary Blenkenshilp

I5. WAS DECEASED EVER IN U.S. ARMED FORCES?

{Yes, no, or unkoown} | {If yes. xive war or dates of servics)

16. SOCIAL SECURITY
NO.

No

1. INFORMANT' 5 S| GNATURE OR NAME
William Low Theyer, Mo. .

ADDRESS

BLACK

. Enter only onscause per

18, CAUSE OF DEATH
I. DISEASE OR CONDITION

line for (a), (b), and (¢) ] DVRECTLY LEADING TO DEATH® (4

*This does no! mean ANTECEDENT CAUSES

MEDICAL CERTIFICATION

. INTERVAL BETWEEN
ONSET ARD DEATH

Morbid conditions, if any, giring DUE TO (B)
rise to the abore coute fa) stmtmp
the underlying cause fost.

the moce of dying, such
as heart fatlure, asthenia,
ete, It means the dis-

case,injury, or complica- DUE TO ()

iI. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but not
relpted to the dizease or condition causing death.

tion which caused death.

/260

e,

19a. DATE OF OPERA- | 19h, MAJOR FINDINGS OF OPERATION 2 20. AUTOPSY?
TiON

_ , s ) o0
21a. ACCIDENT (Bpecity) 21b. PLACE OF INJURY (e.¢..inorabout | 2lc, (CITY. TOWN, OR TOWNSHIP) (COUNTY) {STATE)

SUICIDE borw, farmm, fagtory. strest. officn bldg_,e10.)

HOMICIDE
21d. ngE (Month) (Day) (Year) {Hour) 2le. INJURY OCCURRED | 2If. HOW DID INJURY OCCUR?

ey WHILEAT[™] NOT WHILE Y

22. I hereby deceased from

@ T WORK
ify that I gttendedt ke Pée M
alive MM,,M & , and that death occurred at 23

L=

"U‘ M& Iég:‘_ that I last saw the deceased

Ptm from the causes and on the dale stated above.

{Degree or title)

23a. SIGNW m 0‘

Do o

23, W 2. DATE SIGNED
Yo avnu— T\0. A e

24c. NAME-OF CEMETERY OR CREMATORY

%AI%).NBEERMI 6\“".. CREMA- | 24b. Dﬂm LOCATION (Oity, town, or county) “{State)
' {Bpacity}
Burial A | ¥arch 11, 1951 Normar Cemetery”? Thayer, Mo,d

REGISTRAR'S SIGNATURE

Srradd’

DATE REC'D BY LOCAL

s #e
3-27-5l

[=]

T nbDRESS
Thayer, Mo.

25. F

e P,

(Licensed Embalmer’s Statement

tn Reverse Side} Side)




RECEIVED
MAR 29 1351 |
DISTRICT MEALTH CFFICE No.6

KRN 1 UV ST veeeeersiees

!!

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

thdent Embalmer No.. .

z- ssa e s e vaean E4 e ena

Signedeevieeeesenas et tisrsarrenanas vereea Licensed Embalmer No g[f//
Student Embaimer . ey - ‘
P. 0. Address_5="_7.\ //’L %1-3

working under my personal supervision.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.)

If this body is not embglmed, fact should be so stated above.




